Domestic abuse and women's health: the challenge for primary care
Introduction
The arrival of domestic abuse upon the UK health care agenda marks the merging of a number of key interests and developments across the academic and professional health and social sciences arena. These include a recognition that experiencing domestic abuse has an adverse impact upon womens' health, and that the responses of health care professionals need to be vastly improved. This has been associated with the development of resources for health care professionals, including information, training and guidelines about the implementation of good practice (for example, Bewley et al., 1997; British Medical Association, 1998 ; Community Practitioners and Health Visitors Association, 1998; Department of Health, 2000; Heath, 1992; Home Of ce, 1999; Peckover, 2000; Royal College of Midwives, 1997) . This interest has emerged at a time of a revitalized public health strategy which has re-emphasized the importance of social structural issues as key determinants of health (Department of Health, 1997a) . However, the relationship between domestic abuse and health is not a new issue. For many years voluntary sector organizations, such as Women's Aid who provide support to women experiencing domestic abuse, have highlighted its health and social consequences (Dobash and Dobash, 1979; Kelly, 1988; Mama, 1989; Pahl, 1995; Stark and Flitcraft, 1996; Stanko et al., 1998) , while outside this country, particularly in the USA, a long-established interest and expertise within the health sector about domestic abuse can be easily identi ed (see for example, Sampselle, 1992; Stark and Flitcraft, 1996) .
Primary care is often the rst point of contact for women seeking help, as well as the service that will provide care for many of the long-term health and social problems associated with domestic abuse. Meeting the needs of women experiencing domestic abuse, however, represents a particular challenge for primary care services, largely due to the complexities involved. The challenges are particularly salient given the current modernization of primary care, which includes organizational change, a strengthening of public health perspectives, and an increased emphasis upon both interagency working and public participation. While this provides an ideal opportunity to develop more appropriate and effective primary care services for women experiencing domestic abuse, there are difculties in achieving real changes in practice. Domestic abuse is a complex issue, and will always be competing with other more established health care issues, such as coronary heart disease. Moreover, beyond the policy and practice agenda, there has been little critical discussion about the medicalization and professionalization of what is essentially a social problem. This paper aims to provide an overview of these issues commencing with a discussion of the impact of domestic abuse upon women's health, and the policy and practice implications this has for primary care services.
Domestic abuse: de nitions and extent
Domestic abuse is becoming a widely used term to describe a range of abuses, largely experienced by women, from their partners or former partners. This includes emotional, sexual and nancial abuse, as well as physical abuse, intimidation and threats. While it is acknowledged that domestic abuse can be experienced by men from their female partners, and that it also occurs in same sex relationships, the overwhelming majority of domestic abuse is perpetrated by men against women (Kelly, 1988; McWilliams and McKiernan, 1993; Mirlees-Black and Byron, 1999; Mooney, 1993) . While there are dif culties in determining the exact extent of domestic abuse, current evidence suggests that one in four women have suffered domestic abuse at some time in their adult lives, and one in nine women have experienced physical abuse during the previous 12 months (Home Of ce, 1999; McGibbon et al., 1989; Mooney, Primary Health Care Research and Development 2002; 3: 151-158 1993; Stanko et al., 1998) . Domestic abuse is experienced by women from all walks of life, regardless of race, class, age and (dis)ability. This makes it a universally relevant issue, and not just a problem for primary care services delivered in communities marked by social exclusion.
The impact of domestic abuse upon women's health For many years the prevailing silence about domestic abuse meant that there was little awareness of the issue and its health consequences. This silence involved a reluctance on the part of health care workers to directly ask about experiences of domestic abuse, as well as women's reluctance to reveal or discuss their experiences of domestic abuse to health care workers due to embarrassment, fear and concern about losing custody of their children (Kelly and Radford, 1991; Kelly, 1994; McWilliams and McKiernan, 1993; Pahl, 1985) . However, the issue of domestic abuse is now beginning to be more widely recognized and there is growing evidence that it is a major cause of illness, injury and death.
Much of the work establishing the impact of domestic abuse upon women's health has been undertaken outside this country, notably in the USA (see for example, Abbott, 1997; Council of Scienti c Affairs, 1992; Haber, 1985; Jaffe et al., 1986; Muelleman et al., 1996; Plichta, 1992; Stark et al., 1979) , although UK feminist work exploring women's experiences has consistently highlighted their poorer health status (see for example, Dobash and Dobash, 1979; Kelly, 1988; Mooney, 1993; Pahl, 1985; Stanko et al., 1998) . The professional and academic community within the UK has begun to establish health-related evidence for women experiencing domestic abuse (see for example, Bewley et al., 1997; British Medical Association, 1998; Williamson, 2000) . Although the health economic implications have not been fully evaluated, a recent study suggested that domestic abuse represented an annual cost to the health service of £189 million in Greater London alone (Stanko et al., 1998) .
Experiencing domestic abuse compromises womens' health status in a number of ways. The physical injuries they sustain are often multiple and can include bruises, cuts, broken bones, burns and wounds. As well as the immediate problems associated with these injuries, there is often longer-term damage, such as scars, damage to joints, backache, loss of hearing and vision, long-term chronic pain and physical disabilities (see for example, Abbott, 1997; Council of Scienti c Affairs, 1992; Haber, 1985; Muelleman et al., 1996; Plichta, 1992) . Domestic abuse injuries are often fatal; gures suggest that on average two women per week are killed in England and Wales by their partners or ex-partners (Mirlees-Black and Byron, 1999) . Domestic abuse has an adverse impact upon womens' mental health and is associated with higher rates of depression, anxiety, stress-related illness, self-harm and suicide (Abrahams, 1994; Andrews and Brown, 1988; Hilberman and Munson, 1977; Jaffe et al., 1986; Stark et al., 1979) . For example, in an interview-based study undertaken with 286 working class mothers living in North London, Andrews and Brown (1988) found that women who had ever been in a violent relationship were twice as likely to be depressed and had lower self-esteem, than those women in the study who did not report a history of domestic abuse. Similarly Jaffe et al. (1986) found that 56 women who had escaped domestic abuse and were living in women's shelters had signicantly more somatic complaints, a higher level of anxiety and reported more symptoms of depression, compared with a convenience matched sample of 89 women not reporting domestic abuse. In an analysis of the case records of 481 women attending for emergency care at a US hospital, Stark et al. (1979) found that one in four 'battered women' had attempted suicide at least once, establishing that self-abuse, attempted suicide and deteriorating mental health follow on from the experience of abuse, and are not preconditions for it. Domestic abuse often commences or escalates during pregnancy and continues during the postnatal period making it a key determinant of the health and well-being of mothers and their babies (Gielen et al., 1994; Helton et al., 1987; Helton and Snodgrass, 1987; McFarlane et al., 1992) . The extent of domestic abuse during pregnancy is dif cult to determine, but as Mezey and Bewley (1997) (Mezey and Bewley, 1997: 528) . Experiencing domestic abuse during pregnancy is associated with physical injuries, poorer overall maternal health and maternal death (Department of Health, 1998b), while poorer obstetric outcomes include miscarriages, preterm labour and low birth weight infants (Andrews and Brown, 1988; Bullock and McFarlane, 1989; McWilliams and McKiernan, 1993; Parker et al., 1994; Stark et al., 1979) .
In understanding the impact of domestic abuse upon women's health and well-being, it is important to take into account the social context in which this takes place. Abusive men often restrict and constrain women in ways which further damage their health. This may involve being prevented from accessing appropriate and timely health care such as antenatal care or emergency care to treat physical injuries in icted by men (McFarlane et al., 1992; McWilliams and McKiernan, 1993) . The outcomes of such restrictions are extremely dif cult to determine, but are likely to be associated with long-term health problems, such as poor healing, scarring, future disability and chronic pain. The control in icted by abusive men can also be damaging because it frequently prevents women from engaging in a range of everyday activities that may enhance their overall health or well-being. This may include, for example, restricted access to household nances and resources, as well as restrictions upon social activities and contact with family and friends. Not surprisingly many women respond to the abuse they are experiencing in ways which further damage their health, such as smoking, substance abuse, self-neglect and self-harm (see for example, Kelly, 1988; Stark et al., 1979; Webster et al., 1996; Williamson, 2000) . For women who are pregnant, this is particularly harmful and is associated with both poorer maternal health status and poorer overall neonatal outcomes including low birth weight (Webster et al., 1996) .
Thus developing an understanding of the impact of domestic abuse upon women's health requires careful analysis of the complex ways in which women's lives, and therefore their health, are constrained. Despite the range of evidence highlighting the health consequences of domestic abuse, there remains a need for further research to establish more detailed understandings, particularly the ways in which different experiences and types of abuse have a cumulative impact upon women's health.
Domestic abuse and primary care
Primary health care professionals are extremely well placed to provide care and support to women experiencing domestic abuse. Primary care is easily accessed by women and is often the rst point of contact women seeking help about domestic abuse have with statutory agencies (Pahl, 1985) . Largely as a consequence of their poor health status, abused women are frequent users of primary care services (Stanko et al., 1998) , both during the period they are experiencing abuse, and in the long term when they are seeking help for chronic conditions that have been caused or exacerbated by abuse. Moreover the nature of primary care consultations, whether medical or nursing, offers women opportunities to present with one complaint, and then discuss another if the consultation is appropriately managed (Cowley, 1995) . However a range of research evidence suggests that primary health care professionals often respond inappropriately and unsafely to women experiencing domestic abuse. Issues of concern include a poor knowledge base about domestic abuse and its impact upon health, a reluctance to address the issue of domestic abuse with clients considering it to be a private rather than a social issue, and little working knowledge concerning the provision of support and protection for women experiencing domestic abuse (Abbott and Williamson, 1999; Frost, 1997; McWilliams and McKiernan, 1993; Pahl, 1985; Peckover, 1998; Richardson and Feder, 1996) . Research also suggests that additional dif culties are faced by certain groups of women, such as Black and Asian women and women with disabilities, due to inappropriate or inaccessible service provision (Mama, 1989; Rai and Thiara, 1997) .
The dif culties women face in seeking help have led to considerable interest in domestic abuse and the role of health care professionals. For example, the increased awareness of the extent and impact of domestic abuse during pregnancy has highlighted the need to improve responses to women using maternity care services (Bewley et al., 1997; Mezey and Bewley, 1997 ; Royal College of Midwives, 1997). In particular, recommendations to introduce routine screening for domestic abuse through questioning, will impact upon the practice of community midwives and the management of pregnant women within primary care (Department of Health, 1998b Health, , 2000 . The recent nursing strategy states that '% nurses, midwives and health visitors are often especially well placed to be able to identify and to help tackle the problem of domestic abuse' (Department of Health, 1999a, p. 61 Midwives, 1997) . These recognize that good practice must incorporate safety and con dentiality, and that areas of practice which must improve include awareness, identi cation, responses, referral and support.
The development of good practice is underpinned by the need for improved education and training about domestic abuse for all primary health care professionals (Abbott and Williams, 1999; Frost, 1997; Kingston et al., 1995; Peckover, 1998) . Local interagency domestic violence forums have an important role in providing and coordinating training (Hague et al., 1996) . There are also a wide range of training materials available (for example, Hester et al., 1998; Peckover et al., 2001) . Good practice would also be enhanced if domestic abuse was included in all pre-and postregistration, and post-quali cation education and training programmes (Department of Health, 2000) , although for this to be effective there is a need to ensure that students are conversant with feminist perspectives about the family and women's roles.
Primary care cuts across a number of organizational and professional boundaries, providing a challenging context for the development and introduction of good practice about domestic abuse. However, current developments within primary care, such as the establishment of Primary Care Trusts which have a population-based focus and are underpinned by health and social care partnership working, do provide an excellent opportunity to establish a local framework for the achievement of good practice which is evidence-based and re ects local needs and services. Clinical governance provides the means to develop and monitor good practice (Department of Health, 1998a). Supervision and support for staff is crucial to ensure safe and effective practice within primary care and this may be achieved through the framework of clinical supervision (Butterworth, 1992) or personal development plans (Department of Health, 1997b Health, , 1998a . Ensuring the safety and support of primary health care team members can be addressed through improved team working, a process which may also ensure that practice responses are co-ordinated and coherent (see for example, Jenkins-Clarke et al., 1998; Long, 1996; Wiles and Robison, 1994; Williams and Sibbald, 1999) . There is also an important role for domestic abuse to be addressed by new forms of primary care service delivery, such as NHS Direct and NHS Walk-in Centres.
Contemporary public policy on domestic abuse is underpinned by an emphasis upon interagency working (Home Of ce, 1999 , and at a local level this can largely be achieved through domestic violence forums. Although previous work has highlighted the absence of health care sector representation within these bodies (Hague et al., 1996; Harwin et al., 1999) , the current primary care reorganization, underpinned by partnership working and responding to local needs, provides the opportunity for Primary Care Trust representation and involvement with the local interagency domestic violence forum.
Recent signi cant changes in public health policy also provide opportunities for domestic abuse to be addressed (Department of Health, 1997a Health, , 1999b . These changes include a recognition of the in uence of the social context upon health, and of the continued existence of inequalities in health between social groups. This recognition has led to the development of a broad ranging policy to improve health. Of key signi cance within primary care is the Health Improvement Programme which entails the development of detailed plans about improving the health of the local population, and crucially reducing inequalities in health. This provides a framework for identifying, on a local basis, how domestic abuse impacts upon women's health, and for establishing targets to reduce this impact. This can be achieved through a range of policy Primary Health Care Research and Development 2002; 3: 151-158 and practice developments, appropriate to the local context, for example training and education programmes, screening, funding communitybased partnership support projects, etc.
The renewed public health perspective also recognizes the importance of interagency approaches to improving health and reducing health inequalities (Department of Health, 1997a Health, , 1999b . There are a number of initiatives which are aimed at tackling crime reduction and social exclusion, such as Crime and Disorder partnerships, Health Action Zones and Sure Start programmes (Home Of ce, 1999) and these represent important opportunities for addressing domestic abuse.
Increasing medicalization and professionalization?
While the recognition of domestic violence as a health care issue is to be broadly welcomed, it is worth remaining cognisant of social science critiques which point to the increasing medicalization of life (Zola, 1972) . Medicalization refers to the process whereby an issue such as domestic abuse, which was previously outside medical knowledge enters into medical discourse. In the context of domestic abuse the dangers of medicalization are evident. This may occur if domestic abuse becomes pathologized within medical knowledge, a process associated with understanding domestic abuse in terms of epidemiology and aetiology, rather than within a broader sociopolitical context. Similiarly medicalization also occurs when the practitioners approach focuses solely upon the presenting injury, symptom or sign, and fails to consider the broader context in which women experience domestic abuse. For example, the ways in which women's mental health, rather than domestic abuse, becomes the focus of medical attention has been highlighted in the ndings of an earlier study undertaken in emergency care in North America (Stark et al., 1979) and more recently a key nding of work undertaken in this country (Williamson, 2000) . The dangers of medicalization suggest that practice developments need to be introduced carefully, ensuring service effectiveness and sensitivity, while some initiatives such as the introduction of routine screening for domestic abuse will need to be implemented with caution (Department of Health, 2000) .
There are also potential dangers if the issue of domestic abuse becomes not only medicalized, but also professionalized. While this may be an inevitable result of raised awareness, it does have a number of consequences which need to be addressed. The current renaissance of interest in the issue of domestic abuse has arisen because of the long-term work of voluntary sector organizations supporting women such as Women's Aid. These are underpinned by a feminist approach which informs their understanding of domestic abuse and ensures they engage in women-centred practice which aims to empower and support women throughout their struggles, regardless of their individual role, situation or behaviour. This involves challenging domestic abuse, as well as providing advocacy, practical and emotional support to women and their children. Given this substantial background and involvement it is therefore crucially important that future developments recognize and acknowledge the expertise of voluntary sector organizations, engaging in effective interagency working. Harwin et al. (1999) have raised concerns about the potential diluting of women-centred practice as the issue of domestic abuse becomes more mainstream. This may, however, represent a challenge to the professional base of organizations involved in primary care, who may be ill-equipped or unprepared to work in equal partnership with voluntary sector women's organizations, while their professional knowledge and power may act as barriers to developing women-centred practice (Hague et al., 1996; Harwin et al., 1999) .
Raising the pro le of domestic abuse within primary care policy and practice will also have a direct impact upon the volume of work undertaken by the voluntary sector. As more women seek help and are referred to voluntary sector services through primary care, this will increase the work of voluntary sector organizations such as Women's Aid who struggle for adequate funding and resources to ensure their services can be maintained. Therefore one of the challenges for strategic primary care development is to ensure that adequate resources are in place to maintain the services provided by the voluntary sector. This may be achieved through public health Primary Health Care Research and Development 2002; 3: 151-158 measures, such as the Health Improvement Programme.
Conclusions
Domestic abuse is a key public health issue which offers a number of challenges for primary care. Its importance relates not only to the burden it places upon women's health and welfare, but also because of the complex and long-term nature of the problem itself. Thus women experiencing domestic abuse are in frequent contact with primary care services, which, because of their preventive and longterm involvement, represent an important avenue for the provision of appropriate health care and support.
The recent academic and professional interest in domestic abuse as a health care issue has highlighted the need for practice to develop and improve for all professional groups working in primary care. Whilst this includes general practitioners, midwives, health visitors, practice nurses and other community specialist nurses, it also impacts upon those working in public health and health promotion, as well as other agencies such as social services, education and the voluntary sector. Current practice guidelines are based upon available research about responding to women experiencing domestic abuse. This is, however, limited in both scope and detail. For example much of the research evidence points to health visitors, with little mention of other groups such as practice or district nursing (Frost, 1997; Pahl, 1985; Peckover, 1998 Peckover, , 2000 . Thus there is an urgent need for further research and development to ensure best practice.
Current organizational and philosophical developments within primary care provide a number of opportunities for addressing domestic abuse. These include primary care reorganization, strengthened public health, the emphasis upon interagency working and the development of new forms of service delivery. Achieving real changes in practice, however, represents a considerable challenge as it requires addressing individual professional practice, organizational and interorganizational issues. Domestic abuse is a complex issue and, in the context of primary care, will always be competing with more established clinical priorities. However, meeting the challenge in primary care is achievable, and one which not only represents an important contribution to interagency work on domestic abuse, but also has a direct impact upon the health and welfare of women.
